Sunitinib was given in an intermittent schedule 4/2 (6-week cycle, 4 weeks on treatment, 2 weeks off treatment). The dose was reduced to 37.5 mg per day at the next treatment cycle. The patient developed the same clinical picture after re-initiating treatment. During the 2 weeks off period, a spontaneous regression of the serous detachment occurred again. Even after the reduction of sunitinib to 25 mg per day, the same 'yoyo-effect' was observed.
2 Wolter P, Schö ffski P. Targeted therapies in the treatment of GIST: adverse events and maximising the benefits of sunitinib through proactive therapy management. 
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Eye after pars plana vitrectomy (PPV) that included ILM peeling using a diamond scraper. The diamond particles had no effect on visual acuity or the visual field on shortterm follow-up. We performed a PPV with ILM peeling to treat a patient with full-thickness macular hole. A Tano Diamond-Dusted Membrane Scraper (Synergetics Inc., O'Fallon, MO, USA) was used to create an ILM edge before peeling. No complications were experienced during surgery. After 1 month, two highly reflective diamond particles were observed in the macular area. Best-corrected visual acuity (logMAR) was 0.1 and this was maintained until 1 year of follow-up. The diamond particles were still evident, but no morphological change of the macula was noted. Time domain (TD) optical coherence tomography (Stratus OCT, Carl Zeiss Meditec Inc., Dublin, CA, USA) did not detect the diamond particles, but spectral domain (SD) OCT (Spectralis OCT, Heidelberg Engineering, Carlsbad, CA, USA) revealed intraretinal particles, which were thus not on the retinal surface ( Figure 1) .
Thus, SD OCT could detect the highly reflective diamond particles, and their locations were confirmed by high-resolution imaging. TD OCT could not detect the particles because images were of low resolution. Diamond particles released during surgery should certainly be removed, but this may be difficult because of their small size. Although the particles remained within the retina, no effect on any of visual acuity, visual field, or retinal structure was evident up to 1 postoperative year. To the best of our knowledge, no SD OCT images of diamond particles or long-term follow-up data from a patient carrying such particles have been reported. In conclusion, SD OCT could detect small diamond particles in the retina, but no visual problem was noted at the 1-year follow-up.
Sir, Tuberculoma of the choroid masquerading as a choroidal melanoma
We read with great interest the paper by Sanghvi et al 1 and would like to commend the authors for a well-presented case series of presumed tuberculous uveitis. However, in their series of 27 patients, no cases of choroidal tuberculoma were presented. All cases of tuberculosis-related uveitis seen in the Ocular Oncology Service are associated with choroidal tuberculoma as it masquerades as choroidal melanoma 2 We present one such case.
Case report
A 24-year-old Indian man with active miliary tuberculosis presented with a hyperemic amblyopic right eye. He had started standard quadruple antituberculosis therapy (ATT), 3 but could not tolerate pyrazinamide. After 10 days, he stopped all treatment.
Best-corrected visual acuity was 6/24 OD. The anterior chamber had 4 þ cells and fine keratic precipitates. Intraocular pressures were normal. An amelanotic choroidal mass with associated bullous retinal detachment was seen superotemporally to the fovea (Figure 1a and b) . B-mode ultrasound scan revealed a lesion of low internal reflectivity with internal blood flow, measuring 11.5 Â 18.2 mm with a height of 7.6 mm ( Figure 1c) .
Two hourly g. Maxidex and g Cyclopentolate bd were commenced. A contrast-enhanced MRI of the brain and spinal cord indicated the presence of tuberculomas in the right parietal and occipital lobes. The patient was immediately started on ATT CNS protocol treatment, ethambutol, rifampicin, isoniazide, and prothionamide for a year. 3 After 2 months, the choroidal mass height reduced to 1.9 mm (Figure 1d) . A repeated MRI indicated regression of the occipital lesion, and no new infiltrations.
One year later, visual acuity was hand motions due to a white cataract. Intraocular inflammation had resolved, but the eye was hypotonic. The cerebral and choroidal tuberculomas were not active. B-mode ultrasound showed extension of the retinal detachment; however, the tuberculoma was inert, calcified with no change in height (Figure 1e) . No systemic toxicity developed.
Comment
There is a very strong association with choroidal tuberculoma and CNS tuberculosis. These patients require an urgent MRI of the brain and spine to search for a neurologically debilitating or life threatening mass lesion. Miliary TB is typically treated with only 6 months of anti-TB medication, whereas the CNS treatment protocol is for 12 months.
